MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Dr .Fischer

’
iy
DEPARTMENYT OF PUBLIC HEALTH AND WELFARE g _? ¢ O 8 PN T
Registration District No, oo Y S ___Primary Registration District No. _ =27 T w? __Registrar’s No. __-_-___________-__
1. PLACE OF D'EATH‘ 2. USUAL RESIDENCE (Where deceased Iwed If institution: Residence before
VS 300 8 a. COUNTY Mar’i on a. STATE Mi g Soul"lb COUNTY Ma.r'ion ndmulion]
Rev. 4/59 2 b CUN (IF cutside corporate imifs, give TOWNSHIP only] Length of stay in 1b < Invide Limits
w
= TOWN Hannlbal TOWN  Hannibal Yes @ No (1
]oé 3 < c. FULL NAME OF {1f NOT in hospital, give location) Inzide Limits d. STREET (If cutside, give location) Reside on Farm
1_";' HOSPITAL Of ADDRESS
VLA wstiution St .Elizabeth Hospltal|v=6 NO 0l Olive Street Yes 1 No
iL T
3 3. NAME OF DECEASED First Middle . Last 4. DATE Month Day Year
{Type or print) 1 OF
Russell W, Skeen DEATH June 3, 1962 1
4 ag 5. SEX 4. COLOR OR RACE 7. Married ] Never Married [ |8. DATE OF BIRTH | 9 AGE (last birthday) {IF UNDER | YEAR | IF UNDER 24 HR
5 / Male whi te Widowed [J Divarced [ ct’ 28 LlC 06 56 Months | Days Hours I Ahin.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINE&S OR INDUSTRY| 11. BIRTHFLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& [ during most of working life, even If retired) Ehoe Re__.
2 Merchant yﬁ@?&?n Parias, Mo, U, 5.4,
7 0 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
2 Austin Skeen Maggle Greathouse Nina M. Skeen
8 J‘ 1753 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address
e - 4 (Yes, or unknown) |{If yes, gixe.wa dates of servic .
%4200 |u Ve | ST Mrs, Nina M.Skeen 401 O live,
— 18. CAUSE OF DEATH (Enter only one cauie per line tor (o7, (o, #na INTERVAL BETWEEN
10 < Z PART 1. DEATH WAS CAUSED BY: Hannibal ! O d ONSET AND DEATH
& o 2 IMMEDIATE CAUSE (a)
11 ] O
[ERal L 3
w Q
]?72 & | Q Conditions, if any, DUE TO (b} B .
- w "m“ which gave rize to
i = aboya c':uu d(a), I
— tatin: the under-
]3/ ‘0 - iyinggcauu last. DUE TO (¢}
% 4 PART Il. OTHER SIGNIFICANT C_ONDITIONS CONTRIBUTING TO DEATH but not relsted io ‘the terminal -PART [ If decessed wak female was’
g disease condition given in PART | (a) there & pregnancy in last 90 days.
E § [ O Yes l O Ne D Unknown
g E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I} of item 18.)
5 E $E§F8RM§8?§ [m] a )
Z -
= X | 20c.TimE OF Hour Month, Day, Year
Z 5 s INIURY  a.m.
> 8 g p.m.
Z E 20d. INJURY QCCURRED 20e. PLACE OF INJURY {c.g.,. in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
v of \&Vg{[&ﬁh\é{%ﬁl&v hx O3 farm, factory, street, office bldg.,_ etfc.) R
U or o [a] .
h .
5 o g é 21. | attended the deceased from. tfa and last saw M‘,:, alive on
m ; 9 Death occurred st 2 :4:1 P.M. /y/ m on the date stated abovn, and to the best of‘m}knte. from the causes nut?
1] Yl
8 &P & P eorea e s / GRS D
I
t v E o - 77 //4_1//4 ) /J; L
< 23k. D, <. NAME OF CEM| ERY R CREMTGHY ] 23d. LO 1ON (City? to#n, or county) (Sphite)
o} a
z & Jun,5,19462 1Grand View Bupial P Hanni ba Mo
= < 24. FUNERAL DIRECTOR ADDRESS 25, RECD. BY DCA REG 26. REGISTRAR‘S SIGNATURE , .
= @ l M m
& 2| H. M. 0'Donnell, Hannibal, Mo. Quﬂ.a,7 /22 |br En. —(?

{Licenzad Embalrmr s Statsment on Revaru Side)




- M R
N L R P S T et ' - L N
LS. L 7. i, STATEMENT BY LICENSED EMBALMER

-

= ™-1 hereby ceriify. that the - body ‘whose name is recorded on the reverse side of this certificate was embalmed by me,

)

or by '- : o ) - Student Embalmer No.__

working under my personal supervision.

Student Signed %ﬂ,' '//‘MM

Signature of Student Embalmer

4

~yrorse?

Licensed Embalmer No. 3889

P. O. Address Hannibal, Mo.

s .

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
Sy LT i\wijh\ﬂle above consfitutes grounds for revocation of license). RS
o= N " Ify embalmed-by a"STUDENT, he alsc shatl sign in his OWN :handwriting.

If this body is not embalmed, fact should be so stated above.

o

LS




